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THE SERABU HOSPITAL VILLAGE 


HEALTH PROJECT 


by 
David A. Ross 


INTRODUCTION 


There is a growing awareness of how important 
it is to involve the people of the community 
in their own primary health care, both in 
developed and developing countries. At the 
@:ere time, there is increasing interest in 

securing objective means to evaluate the results 
of these programmes, both through the 
establishment of adequate baseline informa- 
tion and through making evaluation an integral 
part of each new programme from its initiation. 
In the project reported here, the major aim 
has been to decrease the prevalence of disease 
by motivating the people to adopt practices 
which promote health. This is carried out 
through the work of the village health commit- 
tee, a group of people selected by the villagers 
themselves, a group which includes all those 
in the village involved with the health effort. 
This is an inexpensive, non-disruptive method 
of health promotion which encourages self- 
reliance rather than dependence on outside 


TABLE 1 


technology. We believe that this approach is 
adaptable to other rural health programmes, 
if local needs are taken into account. 


THE COMMUNITY 


The project is based on a 125-bed church 
hospital in Serabu, a village of 2500 people 
in the Southern Province of Sierra Leone near 
the coast of West Africa. The population 
density of the local area is 30.5 per square 
kilometre. Nearly all the local people belong to 
the Mende tribe. 


Generally, this is a poor, rural, farming commu- 
nity in an area of high infant and child mortality, 
with a large proportion of the population too 
young to act as producers. (See Table 1 for 
demographic figures and comparisons with 
other areas). The climate is tropical with an 
annual rainfall of 120 inches (305 cm). 


COMPARATIVE VITAL AND ECONOMIC STATISTICS 


Population Crude Crude Infant Expectation Prop. of Prop. of Prop. of Gross? 
density in _ birth death mortality of life at urban pop. urban pop. urban pop. nat. 
Country 1975 rate rate rate birth (years) under five under 15 over 65 product 
(persons (births (deaths (deaths years (%) years (%) years (%) per capita 
per km?) per 1000 per1000 underone Male Female (1973) 
pop. per pop.per_ year old US dollars 
annum) annum) per 1000 
live 
births) 
SIERRA LEONE 30! 44.7 20.7 >2002 41.9.. 45.1 123! 36.7! 5.11 162 
INDIA 182 34.6 15.5 122 41.9 40.6 14.7 40.1 3.2 117 
CHILE 14 26.0 8.7 77.8 60.5 66.0 12.2 35.7 ep 777 
NETHERLANDS 334 13.0 8.3 Meo. 71.202 8.0 25.9 6.9 4440 


Notes: 


1 Data from Sierra Leone Census (1963) for total population of Sierra Leone. 


2 Data from Wilkinson (1965) and Dow and Benjamin (1975). 
3 Data from UNCTAD Handbook (1976). 
All other data are most recently available estimates in Demographic Yearbook (1975). 


The staple foods are rice and green vegetables, 
though cassava (Manihot esculenta), dried 
fish, chicken and wild animals are occasion- 
ally eaten when available. Coffee is the major 
cash crop, and recently its importance has 
increased considerably due to the sudden 
increase in world prices. 


MEDICAL FACILITIES 


Serabu Hospital is the only static health 
facility within ten miles of the villages 
concerned, and the next hospital is in Bo, 56 
kilometres away. Between 1966 and 1976, the 
hospital operated a mobile clinic of the stan- 
dard maternal and child health pattern, at first 
serving villages within a 25-kilometre range 
and later to more distant communities. However, 
a number of problems both with this clinic 
effort and in the hospital itself caused the 
approach to be re-examined. Since the hospital 
receives less than 20% of its budget from 
outside sources, fees were charged in the 
rural work as well as in the various services 
of the hospital itself. The mobile clinic pro- 
gramme was terminated because, first, the 
staff could not see any fundamental changes 
in the health of the people they were serving, 
and second, the enormous increase in the 
cost of petrol, vehicle maintenance, drugs and 


salaries outpaced the resources of the com- | 


munity. And in the hospital, it became apparent 
that the local poor farmers and their families 
tended to stay away until or unless the illness 
was very serious, by which time it was 
often too late for them to be cured. Even 
more worryingly, many local patients treated 
at the hospital returned with the same com- 
plaint. This was commonest for diseases such 
as hookworm and other intestinal parasites, 
child malnutrition and tuberculosis, since condi- 
tions in the community permitted a re-ap- 
pearance of the disease when the patient 
returned home. Since these impressions were 
based on the very small proportion who did 
seek medical attention at the hospital, one 
might speculate that conditions were even 
worse for those who did not. There was 
abundant reason, therefore, to look for a new 
approach. Some means had to be found to 
assist in the development of a primary health 
care programme in the villages themselves. 


PHASE 1: PLANNING 


After much thoughtful preparation, the initial 
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or training of health promoters, etc. 


step towards the project was taken in August 
1975. A sample survey of seven villages 
within 8 kilometres of Serabu was conducted, 
using a questionnaire. This attempted to deter- 
mine the local morbidity and mortality patterns 
and the effect each disease caused in the 
sufferer. It was found that more than half the 
morbidity and three quarters of the mortality 
were due to diseases preventable by improved 
hygiene, sanitation or immunization and treat- 
able by inexpensive means (e.g. malaria, 
measles, neonatal tetanus, intestinal infections, 
etc.). The data summarized in Table 2 confirmed 
Our suspicion that people were using the 
hospital only as a last resort when other less 
“foreign’’ and more easily available treatments 
had failed. Similarly, only 18% of the 197 
people reported to have died during the 
previous twelve months had attended hospital 
prior to their death. 

TABLE 2 © 


FIRST ACTION TAKEN WHEN ILL 
(August 1974-July 1975) 


Proportion 
Action of sample (%) 
Purchase “drugs” from local trader 36 
Take herbal medicines 35 
Take no action whatsoever 10 
Visit a mobile clinic 9 
Go to hospital 8 
Visit the fortune-teller z 


Total sample size 669 people 


Using these results and the experience of 
various long-serving members of staff, a pla 

was conceived. The method chosen involves 
the exchange of ideas between hospital staff 
and villagers rather than the institution of a 
new treatment system such as mobile clinics 
Every 
attempt was to be made to involve traditional 
health personnel. It was proposed that hospital 
staff should meet at least once a month with 
a health committee selected from their own 
people by each village to discuss methods of 
improving their village’s health by disease 
prevention. The committee would be responsible 
for executing the decisions reached with the 
help of the other villagers. 


PHASE 2: INTRODUCING THE SCHEME 
IN ONE VILLAGE 


In December 1975, this scheme was suggested 


to the people of Blama at a meeting of all 
the villagers. Blama is a relatively inaccessible 
village of 120 people, seven kilometres from 
Serabu by bush path. It was selected because 
it was small, had been included in the prelim- 
inary survey and because its isolation had 
prevented its receiving medical help before. The 
villagers agreed to join the scheme and were 
left to select a committee and notify the hospital. 
The only guidelines given were: 


a. all members of the committee should be 
senior, respected people; 
b. the committee should include 


i a chairman: 
assistant: 


the village chief or his 


i a person for medicines and care of the 
adults, who should have knowledge of 


_- 


a) “medicines”, be they traditional or 
“Western”; 
iii a person for water and_ sanitation; 


preferably the person appointed tradition- 
ally by every village to ensure that weeds 
do not overgrow the paths and water- 
collecting sites in and around the village; 


iv all the villages’ traditional midwives. 
These are elderly, senior members of the 
women’s secret society (the “ Bundu 
Sande”); 


v a woman with healthy children of her 
own for the care of the children; 


vi a literate person to act as clerk. 


Later, these same guidelines were given to the 
ther villages involved with the project. Only 
One individual has proved unsatisfactory in 
any way, and he was replaced by the village 
concerned of their own volition. The advantages 
of the villages choosing their own committee 
are that it makes the village, and not the 
hospital, responsible for the committee, and 
their acceptance by the village authorities and 
the people themselves is assured. 


Blama’s committee was selected by the end of 
February 1976, and the village was visited 
either once or twice a month by two nurses 
from the hospital until November 1976. Discus- 
sions with the committee were held during 
each visit and initial results were encouraging. 
The committee and village maintained their 
enthusiasm and demonstrated this by regular 
attendance at meetings, by building an open, 
One-roomed house ("barré’’) to act as a 


meeting place, and by digging and fencing 
three rubbish pits within the first six months. 
Attendance at the hospital's child welfare 
and antenatal clinics for immunization, treat- 
ment and advice increased, and the committee 
were learning about disease prevention rapidly. 


PHASE 3: A PILOT PROJECT FOR 
EVALUATION 


In November 1976, a plan for a pilot project 
was initiated to evaluate the health committee 
approach. The number of villages involved was 
increased to three, the total population to 
nearly 800 people, and the project was modified 
to include a system of objective evaluation as 
an integral part. The two new villages involved, 
Yengema and Sengima, are located seven and 
three kilometres from the hospital. 


The staff responsibilities for this project rest 
primarily with one of the hospital nurses who 
spends one quarter of his time in activities 
directly related to the project. The rest of his 
time is spent in regular hospital activites, on 
the wards and in the child welfare clinic. 
However, he is available for consultation by 
any committee member, and can visit a village 
if this is urgently required during his time on 
the ward. The plan is that the responsibility 
for the project will rotate among the hospital's 
nurses every six to twelve months so that the 
number of nurses with experience in the village 
work will grow and there will be a strong link 
between the village committee and the hospital 
staff. One of the hospital doctors with a 
public health background shares continuing 
overall responsibility. 


Since November 1976, there have been frequent 
though irregular meetings with each committee. 
The nurse usually walks to the village and 
spends two days, adapting the meeting times 
to the fact that most of the committee members 
are busy farmers. The meetings are informal 
discussions, and anyone from the village may 
attend. Their model is the traditional meeting 
of village elders. They are usually held in the 
village barré, and their openness reminds the 
villagers that the committee represents them 
and allows any grievances to be aired openly. 
The committee members do not feel dominated 
by the nurse, which might happen if they 
were conducted as formal lessons. 


Normally, all committee members are present, 
the exception being those meetings at which 
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pregnancy and delivery are discussed. These 
topics are restricted to women who are members 
of the “Bundu Sande”. Even for men to 
overhear discussions of these subjects is taboo, 
and so two female midwives from the hospital 
replace the male staff at these particular 
meetings. 


TEACHING PROGRAMME 

A teaching programme was prepared and is 
shown in Table 3. It is flexible, and the order 
in which subjects are tackled depends on the 
particular needs of each village. 


EVALUATION 


The method of evaluation adopted by this 
project involves the use of objective criteria 


of changes within the village and the villager’s 
health. Change will be assessed annually by 
a community ‘diagnostic’ examination and 
physical examinations of the villagers. We 
have set various objectives to act as targets 
for achievement. 


1. CHANGES IN THE VILLAGES. 


a. The committees’ knowledge of the topics 
in the teaching programme (Table 3) is 
tested annually. This is also done for villagers 
selected at random. OBJECTIVE: Each com- 
mittee member should be able to summarize 
all the topics correctly before December 
1978, and this performance should then 
be maintained. 


b. Spot checks of sanitary facilities, wells and 
general village cleanliness are made fre- 
quently. OBJECTIVE: A steady trend towards 
higher standards of hygiene. @ 


TABLE 3 


THE TEACHING PROGRAMME FOR THE HEALTH COMMITTEES 


a. GENERAL 


. Duties of committee members. 


How to refer patients to the hospital. 

. Use of the hospital child welfare clinic. 

. Use of the hospital antenatal clinic. 

Use of the hospital outpatient department. 


ONRTRWNS 


Methods of teaching at village meetings. 


b. HYGIENE AND SANITATION 


. Handwashing. 


Elimination of mosquito breeding sites. 


. Control of domestic animals. 
. Design of a simple sand filter for drinking water. 


SCOMNDTAWN= 


— 


c. DISEASES 


Care of wounds. 


Protein foods and their dietary importance. 


Hookworm: life-cycle and prevention. 
. Fever: treatment. 


OONMAMARWNH 


. Tetanus: immunization and early referral to hospital. 


. The hospital records system as it applies to their village. 


Locally available expertise (e.g. agricultural advisors, chiefdom sanitation officer). 


. A protected water source: the need, possible designs, use and maintenance. 
. Latrines: the need, possible designs, use and maintenance. 

. Refuse disposal pits: the need, possible designs, use and maintenance. 

The importance of keeping weeds short in the village. 


. Improved techniques of daubing and plastering houses. 
Family gardens within the village: what to grow, available seeds, etc. 


. The importance of maintaining traditional child-spacing practices. 
. Cup and spoon feeding of infants (not force-feeding with the hand or use of feeding bottles). 
The importance of boiling drinking water for infants. 


. Anaemia: diagnosis, prevention and cure (iron-rich foods, etc.). 


10. Tuberculosis: immunization, transmission, the need for long-term treatment. 
11. Diarrhoea: causes, prevention and treatment at home. 


12. Constipation: causes and treatment. 
13. Cough: treatment at home. 
14. Snake bite: first aid. 


c. Attendance at, and number of meetings 
with, each committee is recorded. OBJEC- 
TIVE: At least 75% attendance. At least 
three meetings with each committee each 
month. 


d. A map of each village was prepared in 
January 1977 showing houses, kitchens, 
latrines, wells, etc. This is being reviewed 
annually. OBJECT/VE: Every villager should 
have easy access to a latrine and a source 
of uncontaminated water by December 1979. 


e. A register of births and deaths is kept by 
the clerk of each committee. This is checked 

~ annually at the general physical examina- 
tion of all the villagers. OBJECTIVE: A 
25% decrease in both the infant and child 
mortality rates over the first five years, 
January 1977-December 1981. 


9 Admission and attendance rates at the 

hospital are kept for the three pilot villages. 
OBJECTIVE: A relative increase in “neces- 
sary” attendance rates and a relative decrease 
in “unnecessary” attendance rates for the 
pilot villages. 


g. The proportion of children and antenatals 
with a valid clinic card, their degree of 
immunization, attendance rate at the clinics, 
and weight progress (children only) will be 
assessed anually. OBJECTIVE: 75% posses- 
sion of valid antenatal and child-welfare 
clinic cards within the relevant groups, 
75% of those with valid cards having full 
immunization coverage which, for children, 
constitutes tuberculosis, smallpox, polio- 
myelitis, tetanus, whooping cough, diph- 
theria and measles immunizations and, for 

2) antenatals, means tetanus immunization. 


2. CHANGES IN HEALTH 


A general physical examination of every resident 
member of the three villages will be conducted 
annually for at least six years. The first, 
conducted in December 1976-January 1977, 
will act as the baseline against which the 
subsequent examinations’ results will be com- 
pared. The following information is obtained 
on each individual: name, sex, date of birth, 
household and individual number within that 
household, height, weight, systemic arterial 
blood pressure, haemoglobin concentration and 
a microscopic stool examination; a urine speci- 
men is tested by ‘multistix’’ (Ames Co.) and, 
if any abnormality is detected, microscopic 
examination is done; and the results of a 
doctor's examination of cardiovascular and 


respiratory systems, abdomen, teeth, eyes and 
general appearance is recorded. 


RESULTS OF THE BASELINE 


GENERAL PHYSICAL EXAMINATION 


DECEMBER 1976-JANUARY 1977 


The attendance rate was extremely high, (97,5%) 
of the 794 villagers involved) and full data 
were obtained from most of them (93,1%). 
The results confirmed our suspicions that the 
people were suffering from a broad spectrum 
of debilitating conditions. 


a. Population profile. 37% of the population 
were under 15 years of age and 16,5% 
under five years. The sex ratio was 78,3 
males per 100 females, probably largely 
due to the migration of males to the towns 
for education and employment. 


b. Nutritional status. Approximate assess- 
ments based on height and weight showed 
that, though the adults were fairly well- 
nourished, many of the children were well 
below normal standards. For example, 36,5% 
of the under-fives fell below the third 
percentile on the “Road-to-Health Chart’ 
(TALC; see CONTACT No. 18, December 
1973). 


c. Systemic arterial blood pressure. Mean 
blood pressure by age and sex were very 
similar to those found in European and 
American caucasians. 


d. Haemoglobin concentration. The mean 
haemoglobin concentration of the popula- 
tion was 9,1 g/100 ml, with 69% of the 
population having concentrations below 10.0 
g/100 ml. 


e. Stool examination. Parasites were both 
very common and, when present, very 
numerous. 75% of the population had at 
least one species of pathogenic parasite 
detected in a single stool smear. 53% had 
hookworm, 26% had ascaris and 3% had 
other infections including Entamoeba his- 
tolytica, Trichuris trichiura, Giardia lamblia 
and Schistosoma mansoni. 


f. Urinary tract infections. These were 
common. 15,7% of 762 urine specimens 
had proteinuria, and microscopic examina- 
tion of 160 specimens showed 35% with 
five or more white blood cells per high 
power field, indicating an infection. 5,0% 
had ova of Schistosoma haematobium. 
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Drinking water used to be collected from a pit dug in the stream- 
bed. 


PROGRESS DURING THE FIRST 


TWELVE MONTHS 
(NOVEMBER 1976-OCTOBER 1977) 


CENSUS: The first task of each committee 
was to compile a census of all residents by 
household membership. They proved extremely 
accurate. 


PRIORITIES: In our early discussions with 
the committees, we asked them what they 
considered to be the priorities for improved 
health in their villages. Their answers. were: 


1. A source of clean drinking water during the 
dry season; 

latrines; 

improved agriculture; 


better road communications; 


o£ pee 


improved village tidiness. 


PROGRESS MADE: 


1. Clean drinking water. Sengima was the 
only village to have a well before the 
project began. Furthermore, its stream had 
been selected as the source of a piped 
water scheme which will supply Serabu 
Hospital, Serabu and Sengima with treated 
water by late 1978. However, the other 
two villages needed wells since their streams 
dry up for at least four months each year 


A villager hauls up a bucket of earth during the digging of a well. 


and water is taken from pits dug in the 
stream bed. They agreed to supply every- 
thing except the skill needed for well- 
digging which no villager had. 


Two wells were completed in both villages, 
as well as a demonstration wall and pulley 
system for an existing well in the hospital 
grounds and three wells in a neighbouring 
village. Various designs were developed, 
but all had a wall and worked on a rope 
and bucket system. 


. Latrines. Blama had no latrines in Decem- 
ber 1976, Yengema had 21 and Sengima 
had four. During a visit to the hospital in 
February 1977, each committee member was 
shown a hookworm larva under the micro- 
scope. This simple step, which convinced 
them that hookworm really did _ exist, 
accompanied by an explanation of how 
universal use of a latrine can break the 
life-cycle of this parasite, had resulted in 
the construction of 12 new latrines by the 
end of October 1977. 


. Improved agriculture. A government 
agricultural advisor stationed locally is 
assisting in the promotion of water- 
controlled rice farming and the making 
of gardens, in which foodstuffs to improve 
the people’s diet can be grown (e.g. ground- 
nuts, sesame seed, peas and beans). 


. Better road communications. Negotia- 
tions with the relevant government depart- 
ment and the local mining companies, 
about borrowing a bulldozer have proved 
unsuccessful so far. 


. Improved village tidiness. Blama had 
dug rubbish pits during 1976 and these 
were repaired and enlarged in June 1977. 
Sengima has also constructed eight such 
pits. Before this, rubbish was thrown any- 
where and accumulated in heaps on the 
outskirts of the village. 


. Treatment. Those found to have a 
potentially serious disease during the annual 
general physical examinations are recom- 
mended to attend the hospital for treatment. 
Medicines are not taken to the village by 
the hospital staff as a matter of policy. 
However, the person for medicines on the 
committee is sold chloroquine tablets which 
he dispenses to anyone suffering from fever. 
He purchases 100 tablets for £0,90 and 


A well nearing completion. A pulley made by a local blacksmith 
will be fitted to the bar. 


dispenses them at £0,01 per tablet, thus 
making an 11% profit. This was _ only 
allowed after all the committee members 
could state the dosage for adults, children 
and infants and the price. 


After emphasizing the importance of children 
and pregnant women attending the weekly 
welfare clinics at the hospital for immuniza- 
tion, weighing and examination, the num- 
bers at these clinics from the three villages 
has increased dramatically. A government- 
employed village maternity assistant is sta- 
tioned at a village one mile from Yengema 
and helps with the instruction to Yengema’s 
midwives. This village has recently decided 
to build a new house specially for deliveries, 
since they used to be conducted in the 
patient’s house or in the women’s society 
area of forest near the village. The com- 
mittee have successfully insisted on a latrine 
being included in the building. 


. Referral system. Every hospital patient 


from a project village is given a_ brief 
discharge letter to the committee which 
states what has been done for him or 
her, the advice the committee should give 
(e.g. feeding for a child previously suffering 
from malnutrition), and the date on which 
the patient should return to the hospital if 
this is necessary. This system means that 
patients from project villages can sometimes 
be discharged from hospital earlier, since 
the committee continues the health teaching 
given in hospital and reports on their 
progress at meetings and checks-up on 
defaulters (especially useful for tuberculosis 
and leprosy sufferers needing long-term 
therapy). 
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THE FUTURE: Serabu Hospital trains State- 
Enrolled Community Health Nurses. This course, 
which has only recently been introduced in 
Sierra Leone, involves nine months’ training in 
community health nursing. As of September 
1978, the project provides fieldwork for them 
and they, in turn, help with expansion of the 
project to include new villages. Several new 
villages have enquired about being included 
in the project. It is hoped that, if the project 
continues to be successful, all the villages 
within five miles which wish to join the project 
will gradually be included over the next few 
years. 


CONCLUSION 


Though the project is still young, it seems to 
demonstrate a number of advantages: 


a. The project entirely depends on the active 
involvement of the villagers. This means 
that they must understand why something 
should be done and be persuaded of its 
benefits before they will do it, and this 
will increase the likelihood of long-term 
effects. Only by involving the community 
fully can one tackle the roots of disease; 
handouts only have short-term effects. 


b. Inclusion of the community’s traditional 
health workers avoids rivalry, means that 
the programme is not unneccessarily disrup- 


The village health nurse wades through a swamp on his way 
to Blama. 


Village children. One third of the population of Sierra Leone is 
under 75 years old. 


tive to the existing cultural system, and 
makes use of existing skills. 


c. The project is very adaptable. The health 
committee approach draws on _ available 
community resources, is responsive to local 
needs as expressed by the committee and 
conforms to locally set priorities within 
those needs. 


d. It is extremely inexpensive. With the salary 
cost (to the hospital) of less than one 
quarter of one nurse’s time, and a minimum 
of printed records, the running cost is 
very low. There are no transport costs since 
the staff walk to the villages. This is part 
of the policy of avoiding use of any 
“Western” technology not available to the 
villagers themselves, except where this Is 
absolutely necessary (e.g. drugs). The only 
expenses to the villagers are the materials 
needed for wells and latrines (three bags 
of cement per well, two per latrine). 


However, this type of project does have two 
requirements for success. The medical personnel 
involved must be willing to leave the curative 
role to which they are accustomed and go to 
the people in their villages, eat their food, 
sleep in their houses, walk their paths and 
share their life as equals. Secondly, they must 
win the confidence and cooperation of the 
villagers which takes patience, sympathy, 
honesty and no little effort. 
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CMC NEWS 
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1979 has been declared by the United Nations 
as the International Year of the Child (IYC). 
UNICEF (The United Nations Childrens’ Fund) 
has been designated to promote and coordinate 
all efforts dealing with the lYC. The preparation 
and advocacy for such an IYC came from a 
number of non-governmental organizations, of 
which the International Catholic Child Bureau 
was the most active. In commenting on the 
needs of children, UNICEF states: 


“Throughout the developing world some 
250 million children are growing up 
without the benefit of the most elementary 
care in health, nutrition, education and 
social welfare services... Youngsters who 
manage to survive the perils of childhood 
must confront a future with neither the 
protection or preparation they need jin 
order to lead healthy and _ productive 
lives.” 


\ 
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THE RIGHT 


to affection, love, and understanding. 
to adequate nutrition and medical care. 
to free education. 
to full opportunity for play and recreation. 
to aname and nationality. 
to special care, if handicapped. 
to be among the first to receive relief in 
times of disaster. 
to learn to be a useful member of society 
and to develop individual abilities. 
to be brought up in a spirit of peace and 
universal brotherhood. 
to enjoy these rights, regardless of race, 
color, sex, religion, national, or social origin. 


International 
Year of the Child 
1979 


“We cannot forget either that there are 
heart-rending examples of deprivation of 
children even in the most advanced 
countries, in the urban slums or the 
pockets of rural poverty as well as in 
the wastelands of institutional care.” 


The mobilization of world opinion and the 
moving of the world into action on behalf of 
children — their care, nurture and protection, 
including the abandoned child, cross-cultural 
adoption, the battered and/or deprived child @ 
child labour, legal rights and the recognition 
of the contributions of children all come under 
the concept of ‘“Advocacy”. 


An earlier initiative of the United Nations with 
respect to the rights of children took the form 
of a UN Declaration of the Rights of the Child, 
published in 1959. In summary, this declaration 
stated that children have 


UN Declaration of the Rights Of The Child, 1959 


The IYC 1979 hopes to build on this declaration 
and make of it a reality for all children. 


Many organizations have embarked’ on 
ambitious programmes to highlight, during this 
year, the special needs and contributions of 
children in the context of family, church, 
community and the wider society. A variety of 
publications have been released which offer 
suggestions for activities that can be pursued 
to meet the objectives of the IYC: 


Posters, wallsheets displaying the Declaration 
of the Rights of the Child, newsletters, flyers 
and other information can be obtained from: 


IYC Secretariat IYC Secretariat (Europe) 
866 United Nations Plaza Palais des Nations 
New York, NY 10017 1211 Geneva 10 


USA Switzerland 

The World Council of Churches has been 
prompted to encourage the churches to respond 
to this need for advocacy on behalf of children. 
A staff task force has been active since early 
in 1977 to examine the special role that the 
churches can play in this advocacy, to initiate 
a reappraisal of the churches’ ministry with 
children, to gather background information and 
to suggest possible future actions. The report 
of this task force is now available — INTER- 
NATIONAL YEAR OF THE CHILD AND THE 
WORLD COUNCIL OF CHURCHES. In addi- 
tion to a brief analysis of the contemporary 
situation of children in the world, the report 
takes a look at biblical, theological, anthropo- 
Drosical, ecclesiological, ethical-diaconal and 
pedagogical considerations in order to 
encourage the churches to be responsive to 
children’s needs, rights and opportunities. This 


document can be obtained, free of charge, 
in English, Spanish, German and French, by 
writing to: 


The Office of Education 
World Council of Churches 
150 route de Ferney 

1211 Geneva 20, Switzerland 


In a previous issue of CONTACT we mentioned 
the CHILD-to-child Programme, initiated in 
1977 by the Institutes of Education and Child 
Health of the University of London. Devised 
in anticipation of the IYC 1979, it is an 
international programme designed to teach 
and assist children to concern themselves with 
the health and development of their younger 
brothers and sisters. The international com- 
mittee has been collecting information and 
descriptions of ideas, projects and programmes 
from around the world over the last two years. 
All this has now been collected into a delightful 
and beautifully illustrated book by Audrey 
Aarons and Hugh Hawes. It is full of ideas 
that can be used on a very small scale, 
incorporated into existing programmes in health, 
education and development, or used to spur 
local creativity in responding to special needs 
among children. The interest and support of 
various organizations has made it possible to 
offer this book at a retail price of less than 
£1 sterling. With postage and packing costs, 
the price is £1,22; bulk orders are available 
at a rate of 9 copies for £10. Address your 
orders for the book, Child-to-child, to: 


TALC 

c/o Institute of Child Health 
30 Guilford Street 
LONDON WC1N 1EH 
England 


1 


NEW PUBLICATIONS 


“Medicine of the whole person” and the 
significance of relationships in the third, spir- 
itual, dimension of medicine was the subject 
of a paper, based on the remarks of Dr Paul 
Tournier, which was published in CONTACT 
No. 47. The message and perceptions offered 
in a book entitled “7he Healing Church”, by 
Dr John Turner, a Methodist minister in 
Ireland, in many ways echo Dr _ Tournier’s 
ideas. 


The author defines a healthy person as one 
“whose body, mind and spirit function har- 
moniously together, who is in a right relation- 
ship with God” and healing as an integration 
of the various aspects of personality and a 
reconciliation of man in all his relationships. 


With strong biblical emphasis, Dr Turner traces 
the healing ministry of Jesus, maintains that 
the function of the Church is to heal rather 
than to divide the community, and suggests 


ways in which congregations can engage in 
healing. 


Using many examples from his own and others’ 
experience, Dr Turner offers insights on the 
need to treat the whole person and not just 
his ailment; the need to use the kind of healing 
— spiritual, physical, social — appropriate to 
the individual; healing methods such as prayer, 
faith, touch and worship; the need for caring 
and sharing and involvement with others; and 
the possibility that a person can be healed 
and not cured and that, in this sense, death 
is not a defeat. 


Inquiries about this book should be addressed 


to: 
Christian Journals Limited © 


2 Bristow Park or 760 Somerset Street W 
Upper Malone Road Ottawa, Ontario 
Belfast BT9 6TH Canada 

Northern Ireland 


CONTACT is a publication of the Christian Medical Commission of the World Council of 
Churches. The editorial committee for CONTACT consists of: Stuart Kingma, Associate 
Director and Editor; Miriam Reidy, Editorial Assistant; and Heidi Schweizer, Administrative 
Assistant. The rest of the CMC staff also participate actively in choosing topics for emphasis 
and the development of materials: Nita Barrow, Director; Eric Ram, Associate Director (special 


portfolio: Family Health); Sr Katherine Jobson, Roman Catholic Consultant; Jeanne Nemec, 
Secretary for Studies; and Trudy Schaefer, Secretary for Documentation. Rosa Demaurex, 
Secretary, has responsibility for the CONTACT mailing list and she is assisted in the actual 
mailing of each issue by the staff of the Central Services of the WCC. CONTACT is printed by: 
Imprimerie Arduino, 1224 Chéne-Bougeries/Geneva, Switzerland. 
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April 1976 
June 1976 
August 1976 
October 1976 


December 1976 
February 1977 
April 1977 


June 1977 
August 1977 
October 1977 


December 1977 
February 1978 


April 1978 
June 1978 
August 1978 


October 1978 
December 1978 


Community Medicine — Dr W. H. Foege 

Dialogue on Moral Issues and Health Care — Dr J. H. Bryant/Canon D. Jenkins 
Rural Health: Vanga Hospital, Republic of Zaire — Dr D. Fountain 

Traditional Beliefs, Health and Christianity — Dr D. McGregor 


Evaluation of Medical Missions: A Pilot Project — Sr Dr Maureen O'Keeffe, Lusaka, Zambia; 
How Much of a Hospital’s Work Could be Done by Paramedical Workers? — Dr H. Gideon 


The Under-Fives’ Clinic — Dr David Morley 
The Chimaltenango Development Project, Guatemala — Dr C. Behrhorst 


Some Steps Through Which Hospitals May Become More Deeply Involved in Community 
Health Care — edited by Dr D. Morley 


Africanization in Mission Hospitals — Dr J. W. Bodenstein; A ‘Missionary’’ Doctor's 
Disquiet in Papua New Guinea — Dr P. Strang 


Primary Health Care and the Village Health Worker — CMC 
Is Primary Health Care the New Priority? Yes, but ... — Rev. Dr C. Elliott 


Towards a Broader Understanding of Support and Healing: The Church's Healing Ministry 
in Africa — Rev. K. Appiah-Kubi; The Experience of Healing in the Church in Africa — 
Rev. H.-J. Becken 


Self-Reliance and Nutrition — Prof. S. Parmar/Mr J. McDowell/CMC 
Medical Goals at Home and Away -— Dr T. Heller 
Rural Health Care in Bangladesh — Dr C. McCord 


Breast Feeding — a Myth or a Must? — Dr M. Crawford/Ms B. Hall/CMC; plus a brief note. 
on Family-Retained Health Records in Botswana 


Health and Development in Zaire — Konde Pambu Yemba/Dr D. Fountain 
The Day the Afar Called — Beginning a Health Plan for Nomads — Dr P. Yoder 


Finding the Community in Our Crowded Cities — Drs E. H. Paterson and R.C.P. Tang/Ms 
D. Garrison/Mr M Borrelli 


The Annual Meeting of the Christian Medical Commission 
Making the Community Diagnosis — Dr H. Gideon 


Rural Basic Health Services: The Lardin Gabas Way — edited by Dr E. Ram, Ms J. Stromberg 
and Dr D. Hilton 


Five Challenges to the Churches in Health Work — Dr J. H. Bryant 


The Planning Dialogue in the Community: Development of a Community Health Pro- 
gramme (Major Steps) — Ms Mary Johnston 


Realization of an Integrated Health Services Programme in Rural India — Dr Eric R. Ram 
Appropriate Technologies for Tackling Malnourishment — Mr J. McDowell 


The Churches Take a New Look at the Contributions of the Handicapped — WCC; and an 
account of Social Services Rendered by the Church in the German Democratic Republic — 
Rev. Ernst Petzold 


Relationships — The Third Dimension of Medicine — Dr Paul Tournier 


Evaluation — Can it become collective creativity? — Dr Beatrice Selwyn; Non-Govern- 
mental Organizations and Primary Health Care: A Position Paper. 
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